Pathology.-Examination of the operation specimen showed a small ulcerated area surrounding the fistulous opening in the left posterolateral quadrant of the upper third of the rectum (Fig. 1) . This communicated with a cystic tumour situated between the rectum and sacrum, measuring about 3 in. in diameter, surrounded by a fibrous capsule and occupied by rather soft greyish-white material (Fig. 2) . Tissue was removed for section from the tumour, from the fistula and from the ulcer in the rectum and in each case the sections showed squamous-cell carcinoma only (Fig. 3) . The growth was of the keratinizing type. No other neoplastic tissue was found. Metastases of squamous-cell carcinoma were present in two of the heemorrhoidal lymphatic glands. COMMENT Most pre-sacral and coccygeal teratomas are benign and cystic in character but they may become malignant, some even in infancy. In my experience when malignancy occurs in infancy the tumour has the histology of an intracystic papillary adenocarcinoma, but when malignancy does not supervene till later (as in this patient at the age of 40) then the carcinoma is ofa squamous-cell type. Another point of interest is that when carcinoma develops it is of the same histological pattern throughout, that is, either pure adenocarcinoma or pure squamouscell carcinoma, as if derived from one only of the epithelial components of the teratoma. Radiological examination of colon.-The caecum was fixed on palpation. There was a rounded filling defect in the region of the ileocaecal valve, which appeared to be a neoplasm. I thought it might be due to cecal residue, but on repeated examination it was unchanged.
Ini~~~~~~~~~~~~~N
T9peration (September 28, 1949) .-Right hemicolectomy with ileotransverse colon anastomosis (end-to-side).
Specimen.-Wall of terminal ileum diffusely thickened. Process extending beyond ileoc,Tcal junction into wall of cecum for a short distance. Stenosis of terminal ileum. Some mucosal ulceration.
Histology. X-ray examination.-At twenty-four hours barium was still present in the last 2 in. of the terminal ileum; filling showed a rugged cecum and it was very tender and spastic.
A diagnosis of Crohn's disease was made and arrangements completed for patient to enter hospital for operation. During the waiting period she developed complete intestinal obstruction of the small bowel. This was relieved by intubation, intravenous fluids, &c.
Operation (September 27, 1949) .-Right hemicolectomy with ileotransverse colon anastomosis (end-to-side).
Specimen.-Specimen comprises colon, some 16 cm. of which is normal. The serous surface of the remainder of the bowel is inflamed and sharply kinked in two places by firm adhesions. The length of the bowel thus affected is some 30 cm. Beyond this point there are 14 cm. of normal bowel. On opening the bowel the wall of the affected part is greatly thickened. The mucous membrane is smooth and cedematous.
Histology.-Regional ileitis. Follow-up (February 17, 1950) (1) Ulcerative colitis, associated with pyoderma of the legs.
A male medical student, aged 21.
History.-Has suffered from pyoderma-especially of the right leg-for the past four years. In an attempt to heal the ulceration in the leg, four skin-grafts had been carried out and on one occasion, associated with a right lumbar gangliectomy. There was no improvement.
The colitis varied from time to time but was not severe. The patient feared the loss of his limb and was, therefore, prepared to consider more drastic treatment for the colitis. I advised and carried out a subtotal colectomy after the method of Devine. After removal of the colon, the ulceration of the leg completely disappeared and it has remained healed. He is now passing two motions a day per rectum, having lost the greater part of his colon which showed pseudopolyposis.
(2) Colon and portion of ileum showing involvement in chronic ulcerative colitis.
A youth, aged 20. History.-Four years ago he had a fulminating attack of ulcerative colitis. An emergency ileostomy was carried out and he made a great improvement. At this time division of the ileum was carried out 9 in. from the ileocecal valve as the disease had already spread into the terminal ileum. At the level of the division it was thought to be clear of further trouble; this, however, was not the case because, four years later, a subtotal colectomy was carried out. It was then noticed that a further portion of small intestine had to be removed before the normal segment was reached which was applied to the rectosigmoid stump. This illustrates the fact that extension of the disease can take place well into the small intestine.
